and Obstetrics). The number of cases with vulvar cancer is on the rise, but because of the former rarity of this condition and the resulting lack of literature with a high level of evidence, in many areas knowledge of the optimal clinical management still lags behind what would be required. This updated guideline aims to disseminate the most recent recommendations, which are much clearer and more individualized, and is intended to create a basis for the assessment and improvement of quality care in hospitals. Methods: This S2k guideline was drafted by members of the AGO Committee on Vulvar and Vaginal Tumors; it was developed and formally completed in accordance with the structured consensus process of the Association of Scientific Medical Societies in Germany (Arbeitsgemeinschaft der Wissenschaftlichen Medizinischen Fachgesellschaften, AWMF). Recommendations: 1. The incidence of disease must be taken into consideration. 2. The diagnostic pathway, which is determined by the initial findings, must be followed. 3 . The clinical and therapeutic management of vulvar cancer must be done on an individual basis and depends on the stage of disease. 4. The indications for sentinel lymph node biopsy must be evaluated very carefully. 5. Follow-up and treatment for recurrence must be adapted to the individual case. 
II
Application of the Guideline
Purpose and objectives
The purpose of this guideline is to optimize the management of patients with vulvar cancer by describing and summarizing current medical standards. The recommendations developed and described in this guideline are intended as a basis for quality management in oncology. The quality indicators (listed in both the long and the short version) derived from this guideline can be used for the purpose of scientific quality control and to certify treatment centers. The aim is to maintain and improve the quality of the oncological care available in Germany based on scientifically verified recommendations.
Targeted areas of patient care
The guideline provides information on the characteristics of vulvar cancer and the optimal diagnostic work-up and treatment. It should serve as the basis for a discussion of individual treatment plans by an interdisciplinary board. The clinical information has been incorporated into comments on the most important psychosocial events, the various rehabilitation strategies and the most suitable follow-up care for patients with this neoplasm.
Target audience
This S2k guideline targets all physicians and professionals involved in the outpatient and/or inpatient care of patients with vulvar cancer. This guideline can additionally serve as an important source of information for affected patients and their relatives.
Period of validity
The validity of this guideline was confirmed in December 2015 by the respective committees of the DKG and the DGGG and will remain valid until December 2020. If there should be important changes to the available evidence, then amendments to the guideline can be published prior to its expiry date after a careful review of the new evidence in accordance with the methodology published by the AWMF. 
III

Methodology of the Guideline
The methodology used to compile this guideline was based on a stratified classification system. The rules are prescribed by the AWMF rulebook (version 1.0). Guidelines are differentiated into lowest level (S1), intermediate level (S2) and highest level (S3). The lowest level is defined as a collection of recommendations for action compiled by a non-representative group of experts. In 2004 the S2 category was subdivided into 2 sublevels: systematic evidence-based (S2e) and structurally consensus-based (S2k). The highest level (S3) integrates both approaches. This guideline corresponds to the level: S2k
The text of the clinical guideline was drawn up and the statements/recommendations were developed by the members of the AGO Committee on Vulvar and Vaginal Tumors after a systematic literature search. The text and all statements/recommendations were jointly reviewed by all members of the committee. The accompanying chapters on psychosocial aspects were taken from other (S3) gynecologic oncology guidelines and adapted to take account of the specific issues of vulvar cancer. The highlighted statements and recommendations were agreed upon in a consensus conference after a structured process. The participants in the consensus conference consisted of mandate holders from involved and associated scientific medical societies and professional associations working alongside patientsʼ representatives from various self-help groups. This guideline was confirmed in December 2015 by the Guideline Committee of the DGGG and the DKG. More details on the development and consensus process used for this guideline are available in the long version.
Recommendations
The individual recommendations have been formulated in such a way that they indicate the level of requirement for each recommendation. There are three levels of requirement. The level of requirement depends on the ratio between the benefits and the disadvantages of alternative approaches. The terms "must/must not" indicate a strong recommendation (high level of requirement), "should/should not" indicate a simple recommendation (mid-level requirement), and "can" or "may"/"cannot" or "may not" signify an open recommendation (limited level of requirement). The guidelines are not mandatory; they consist of recommendations compiled by a panel of experts, with different levels of requirement for each recommendation. In every individual clinical case, the physician must examine the relevance and appropriateness of the recommendation; if the recommendation is contraindicated, the physician must make a decision after carefully weighing up the options. This also applies to strong recommendations.
Statements
If statements by specialists are included in this guideline that are not intended as recommendations for action, but rather simply for the purpose of presentation, these are referred to as "statements". For these statements, it is not possible to indicate evidence levels.
Consensus strength
As part of a structured consensus agreement process (S2k/S3 level), the eligible participants at the meeting agree on the statements and recommendations that were drawn up. During this process, significant modifications to the wording may occur. Sub-sequently, the consensus strength is determined based on the number of participants (l " Table 2 ).
Expert consensus
As the name suggests, "expert consensus" refers to consensus decision specifically for recommendations/statements without a prior systematic literature search (S2k) or based on the missing evidence (S2e/S3). The term "expert consensus (EC)" to be used is synonymous with terms from other guidelines such as "good clinical practice (GCP)" or "clinical consensus point (CCP)". The recommendation strength is graded similarly to the aforementioned classification without the use of the symbols and is expressed in purely semantic terms ("must"/"must not" or "should"/"should not" or "may"/"does not need to"). 
IV Guideline
Pagetʼs disease of the vulva
Extramammary Pagetʼs disease is rare and accounts for only around 1 % of vulvar malignancies. The disease is most common in the 7th decade of life; the mean age at diagnosis is 69 years. Concurrent malignancies are identified in 30% of cases, with breast cancer and urothelial cancer reported to be the most common concurrent tumor types [3] [4] [5] . 
Invasive carcinoma
Consensus-based statement 1. S2 The incidence of invasive vulvar cancer has increased significantly and stands currently at 5.8/100 000 women/year. The mean age at diagnosis has decreased significantly (expert consensus).
Strength of consensus (+++)
Vulvar cancer is the fourth most common cancer of the female genital tract. The number of new cases with vulvar cancer has doubled in the last 10 years [6] , meaning that the overall incidence of vulvar cancer is increasing. According to data of the RKI, the incidence of vulvar cancer in Germany in 2010 was 4.6/ 100 000 women/year with around 3200 new cases annually. The estimated figures for 2014 are an incidence of 5.8/100 000 women/year with 4000 new cases of vulvar cancer in that year (www. rki.de/Krebs/DE/Content/Publikationen/Krebs-in-Deutschland/ kid-2013-c51-vulva.pdf). In 2010, the relative 5-year survival rate in Germany for all stages of disease was 71%.
Risk factors
Keratinizing vulvar cancers are not associated with HPV infection. Degenerative and chronic inflammatory skin diseases are important risk factors for this type of cancer, particularly lichen sclerosus which is associated with a 4-5 % lifelong risk of cancer [7] . Non-keratinizing squamous cell carcinoma of the vulva tends to be associated with HPV infection and usually occurs in younger women (mean age at diagnosis is 55 years). Other risk factors include smoking [8] [9] [10] [11] and immunosuppression, e.g. after organ transplantation or due to HIV infection.
Prevention and Early Detection 2.1 Primary prevention
Consensus-based statement 2. S3 Primary prevention of the subgroup of HPV-associated invasive vulvar cancers and their precursor lesions is possible by avoiding genital infection with HPV (expert consensus).
Strength of consensus (+++)
Consensus-based recommendation 2. E1 HPV vaccination should* also be recommended in the context of preventing VIN lesions and vulvar cancer [12] (expert consensus). Strength of consensus (+++ 2 biased) * Note: used analogously to "should" as defined for the S3 guideline on HPV vaccination Vaccination with one of the prophylactic HPV vaccines is considered a means of primary prevention, as around 85 % of all highgrade VIN lesions (HSIL) and approximately 40% of all vulvar cancers are positive for HPV [13] [14] [15] . The two most common forms of HPV associated with VIN are types 16 and 18 while the types most commonly associated with vulvar cancer are types 16 and 33. Based on the currently available data, HPV vaccination should be recommended as it additionally serves to prevent VIN lesions and vulvar cancer (see also "S3 Guideline on the Prevention of HPV-associated Neoplasia through Vaccination", AWMF registry number 082/002). According to the recommendation of the German Standing Vaccination Committee (STIKO) at the Robert Koch Institute published in August 2014 [16] , HPV vaccination is recommended for all young girls aged between 9 and 14 years. All girls who have not received the vaccination by this age should be vaccinated before they reach the age of 17 years.
Secondary prevention
Consensus-based recommendation 2. E2
There is no specific screening to detect vulvar cancer and its precursor lesions. Examination of all of the vulva must be an essential part of gynecological cancer screening (expert consensus 
Consensus-based recommendation 4. E10
The pathologistʼs report on the findings in the vulvar samples and on vulvar cancer must include the following information: " histological type according to the WHO classification " tumor grade " evidence/absence of lymphatic vessel or blood vessel invasion (L-status and V-status) " evidence/absence of perineural sheath infiltration (Pn-status) " staging (pTNM) " maximum depth of invasion and extent of tumor (in mm) for stages pT1a and pT1b " 3-dimensional tumor size in cm (from pT1b) " metric data on the minimal distance from the cancer or VIN to the vulvar resection margin " after resection of the vulvo-vaginal, vulvo-anal area and/or urethra, metric data on the minimal width of the vulvo-vaginal, vulvo-anal or urethral resection margin " metric data on the minimal width of the soft tissue resection margin (basal margin) " R-classification (UICC), where relevant (expert consensus) Strength of consensus (+++)
Consensus-based recommendation 4. E11
When surgery is indicated for vulvar cancer, every lymph node resected during lymphadenectomy must be submitted for histological examination (expert consensus).
Strength of consensus (+++)
Consensus-based recommendation 4. E12 Lymph nodes with diameters of up to 0.3 cm should be completely embedded; larger lymph nodes should be halved along their longitudinal plane and also completely embedded for examination (expert consensus).
Consensus-based recommendation 4. E13 The findings report on lymph node preparations must include the following information: " the number of lymph nodes with tumor involvement compared to the overall number of resected lymph nodes together with information about the site of resection (which side, bilateral/unilateral, inguinal/pelvic) " the absence/presence of extracapsular growth of the lymph node metastasis " the presence of isolated tumor cells in the lymph node along with any evidence of lymphatic vessel infiltration into perinodal adipose tissue and/or the lymph node capsule " maximum diameter of the metastasis (expert consensus) Strength of consensus (+++) For more details on information which should be included in the histological reporting of lymph nodes specimens, cf. [25] [26] [27] .
4.5.3
Sentinel lymph nodes 
Morphologic prognostic factors
Established prognostic factors for vulvar cancer include the tumor stage, the presence of inguinal or pelvic lymph node metastasis [28] [29] [30] [31] [32] [33] [34] [35] [36] [37] ; the size of regional lymph node metastases, the presence of extracapsular growth and the number of lymph nodes with metastatic disease [30, 31, 35, 36, [38] [39] [40] [41] [42] [43] [44] . The individual criteria for tumors ≥ stage pT1b are listed in l " Table 4 .
Diagnosis
Medical history
Consensus-based recommendation 5. E15 Early symptoms of vulvar cancer and its precursor lesions are often unspecific or absent. Therapy-resistant symptoms which persist for several weeks must be investigated in a detailed clinical work-up (expert consensus). Strength of consensus (+++)
Clinical examination
Consensus-based recommendation 5. E16 If symptoms are suspicious for vulvar cancer, the diagnosis must be primarily based on the clinical work-up. The basis of the clinical work-up is careful inspection of the area with additional vulvoscopy and palpation of the area including the inguinal region. Biopsies must be taken if findings are suspicious (expert consensus).
Strength of consensus (+++)
The following methods are used to identify precancerous lesions and carcinomas: " clinical examination, consisting of inspection and palpation " vulvoscopy with the application of acetic acid
Histological work-up
Consensus-based recommendation 5. E17 All suspicious lesions must be examined histologically (expert consensus). Strength of consensus (+++)
Cancer staging prior to starting treatment
Consensus-based recommendation 5. E18 If there is evidence of invasion, the following examinations must be done prior to starting treatment: " determination of the depth of infiltration " gynecological examination of the entire anogenital area " determination of the clinical tumor size (vulvoscopy in preparation for surgery) " determination of tumor location and extent of tumor spread as well as documentation of any extension of the tumor to the urethra, vagina, anus, bones " determination of multicentric status " examination of regional lymphatic pathways (palpation of the inguinal region, imaging depending on tumor stage) (expert consensus) Strength of consensus (+++) Imaging work-up should only be done for tumors with a diameter > 2 cm or where there is infiltration of the urethra, vagina or anus. MRI is the imaging method of choice to assess local tumor extension because of its superior soft tissue contrast; contrastenhanced CT is used to search for distant metastasis [45, 46] . Published data on the appropriate imaging method to detect inguinal lymph node metastasis in patients with primary vulvar cancer are summarized in l " Table 5 . Examination of regional lymphatics (l " 
Staging
Staging is done in accordance with the FIGO and TNM classification systems. The final diagnosis is based on the findings at surgery and the results of the histopathological examination of surgical specimens (l " Table 6 ).
Treatment of VIN and Pagetʼs Disease
Consensus-based statement 7. S5 There is no reliable data on the adequate margin of healthy tissue when resecting HSIL, including multifocal HSIL (expert consensus).
Strength of consensus (+++)
Consensus-based recommendation 7. E31 HSIL and dVIN lesions must either be resected by histologically complete excision or removed by laser evaporation until tissue margins are healthy. Excision should be used to treat dVIN lesions while laser evaporation is the treatment of choice for HPV-associated HSIL (expert consensus).
The use of topical 5 % imiquimod represents an 'off-label' use. According to recent data, response rates of up to 50 % have been reported for HSIL; however, long-term follow-up data are lacking [58] [59] [60] [61] [62] [63] .
Consensus-based recommendation 7. E32
The primary treatment for extramammary Pagetʼs disease consists of surgical excision of the lesion. Surgical excision should include wide excision margins extending well into healthy tissue, both in the horizontal and the vertical planes. Depending on the location and size of the lesion, plasty may be considered to cover the defect, with careful attention paid to any comorbidities (expert consensus). Strength of consensus (+++) IVA Tumor has infiltrated one of the following adjacent structures: upper two thirds of the urethra, vagina, bladder mucosa, rectal mucosa or fixed to bone N0
No regional lymph node metastasis N1
Regional lymph node metastasis with the following characteristics: N1a IIIA(ii) 1 or 2 lymph node metastases, each smaller than 0.5 cm N1b IIIA(i) 1 lymph node metastasis, 0.5 cm or larger N2
Regional lymph node metastasis with the following characteristics: N2a IIIB(ii) 3 or more lymph node metastases, each smaller than 5 mm N2b IIIB(i) 2 or more lymph node metastases, 5 mm or larger N2c IIIC Lymph node metastasis with extracapsular spread N3 IVA(ii) Fixed or ulcerated regional lymph node metastasis M0
No distant metastasis M1 IVB Any distant metastasis (including pelvic lymph node metastasis)
Surgical Treatment of Invasive Carcinoma 8.1
Standard treatment for primary vulvar cancer
The appropriate treatment should be decided on by an interdisciplinary (gynecologic oncology, radiation therapy, pathology, anesthesiology) board.
Surgery of the vulva
Consensus-based recommendation 8. E33
The surgical specimen must be excised in such way that an R0 resection status is achieved on all sides. The minimum tumor-free tissue margin should be at least 3 mm on histological examination (expert consensus).
Strength of consensus (+++)
While the ultimate goal is excision with a margin of healthy tissue, whether by local excision or vulvectomy, the following general principle applies: the greater the distance between the tumor and the edge of the resection margin, the lower the probability of local recurrence. It is not possible to define an evidencebased cut-off for the minimum width of tumor-free resection margins. The expert consensus can be summarized as follows: the margin of healthy tissue must be at least 3 mm (measured histologically); clinical dissection should therefore extend even further. In individual cases, after informing the patient about the potentially higher risk of recurrence, accepting quite narrow ablation margins may be the right thing to do, for example to avoid resection of the clitoris or of the external urethral orifice. The goal of resection into healthy tissue does not just apply to tumors with invasive growth but also includes potential intraepithelial neoplastic neoplasia (VIN) directly adjacent to the tumor.
Consensus-based recommendation 8. E34
If vulvectomy is indicated and there is no increased risk of skin bridge metastasis, the approach must be the triple incision technique, i.e. vulvectomy and lymphadenectomy are performed using different incisions (expert consensus).
Strength of consensus (+++)
Local radical excision must, wherever possible, be the surgical method of choice. Complete vulvectomy should only be performed if it is unavoidable due to tumor spread. If it is necessary to perform complete vulvectomy, the recommended approach is the triple incision technique, i.e. vulvectomy and inguinal lymphadenectomy are performed using different incisions.
Consensus-based recommendation 8. E35
After local excision or vulvectomy, primary reconstruction plasty (pudendal flaps, Limberg flaps or others) should be considered; careful attention is necessary to ensure tension-free coverage of the wound, good functionality and appearance (expert consensus).
Strength of consensus (+++)
Reconstructive plasty to cover the wound [64] after resection with a focus on functionality and body image should not just be performed in younger patients but should be done in all patients, irrespective of age, as this makes it more likely that coverage of the defect will be tension-free and will prevent wound dehiscence with longer secondary healing in all age groups. When deciding whether reconstructive surgery is indicated it is important to take account of any patient comorbidities such as age, diabetes mellitus, hypertension, or nicotine abuse. 
Extent of lymphadenectomy
Consensus-based recommendation 9. E39 Systematic inguinofemoral lymphadenectomy (= surgical staging of the inguinal region) must always include removal of both the superficial (inguinal) and the deep (femoral) lymph nodes below the cribriform fascia (expert consensus).
Strength of consensus (+++)
The rule of thumb is that at least 6 lymph nodes should be resected from either side [57] .
Consensus-based recommendation 9. E40 Staging of the inguinofemoral lymph nodes must not be done in cases with stage pT1a vulvar cancer (infiltration depth 1 mm or less), basal cell carcinoma, or verrucous carcinoma of the vulva (expert consensus).
Consensus-based recommendation 9. E41 Surgical staging of the inguinofemoral lymph nodes must be done in cancers where the infiltration depth is more than 1.0 mm (≥ pT1b) (expert consensus). Strength of consensus (+++)
Lateral tumor and contralateral LN
Consensus-based recommendation 9. E42 Contralateral lymph node staging may be dispensed with in lateral cancers (> 1 cm distance to the midline) with diameters of less than 2 cm if the ipsilateral lymph nodes are histologically tumorfree. Surgical staging of the contralateral side must be performed in all other cases (expert consensus). Strength of consensus (+++)
Complications of inguinofemoral lymphadenectomy
Inguinofemoral lymphadenectomy is associated with significant morbidity [65] [66] [67] [68] [69] [70] : " impaired wound healing in 14-44 % of cases " lymphoceles in 13-40% of cases " lymphedema (requiring treatment) of the leg in 20-35 % of cases
Sentinel lymphadenectomy
Consensus-based recommendation 9. E43 Patients with unifocal primary tumor with a diameter < 4 cm and clinically negative inguinofemoral lymph nodes must be informed about the benefits and possible oncologic risks of sentinel lymphadenectomy and of systematic inguinofemoral lymphadenectomy. If no sentinel lymphadenectomy is performed, patients must undergo inguinofemoral lymphadenectomy (expert consensus).
Strength of consensus (+++)
Consensus-based recommendation 9. E44
The following conditions must be met for sentinel lymph node biopsy to be indicated: " maximum tumor diameter at skin level < 4 cm " unifocal tumor " inguinofemoral lymph nodes must be clinically and sonographically unremarkable " team must be experienced in marking sentinel lymph nodes " ultrastaging of the lymph nodes must be done with additional immunohistochemical examination by a pathologist " the patient must be informed in detail about the benefits and possible oncologic risks of the method " the patient must be followed up regularly (good patient compliance) (expert consensus) Strength of consensus (+++)
9.6
Pelvic lymph nodes Pelvic lymphadenectomy can be considered as part of a multimodal treatment plan with additional radiation therapy in patients who undergo tumor debulking if there is evidence of enlarged pelvic LN. Pelvic lymphadenectomy may be considered in patients with inguinal lymph node metastasis and an increased risk of pelvic LN involvement when the aim is to avoid adjuvant pelvic radiation therapy if pelvic LN are negative.
10
Radiotherapy and Radiochemotherapy 
10.2
Primary radiotherapy 10.2.1 Primary radiochemotherapy Primary radiochemotherapy can be administered to treat invasive cancer if the patient requests it (to preserve the organ) or if the cancer is inoperable.
Neoadjuvant radiochemotherapy
In patients with locally advanced vulvar cancer, chemoradiation may achieve a reduction in tumor size in 63-92% of cases, making the cancer operable [72] .
Simultaneous chemotherapy
As with other squamous cell carcinomas, combined radiochemotherapy can also be used to treat locally advanced vulvar cancer. The most common combination is 5-fluorouracil with cisplatin or mitomycin C.
11
Systemic Therapy
The experience with systemic therapy to treat vulvar cancer is very limited.
Neoadjuvant chemotherapy
Neoadjuvant chemotherapy is not yet an established treatment option to treat vulvar cancer. Platinum-based combination chemotherapy has a reported clinical response rate of up to 80 % and complete pathological remission rates of up to 45% [73] . In contrast to primary radiochemotherapy (cf. relevant chapter on the indications for and administration of primary radiochemotherapy) the goal of neoadjuvant chemotherapy is subsequent surgical resection. When making the decision for treatment, this approach can be considered for selected patients in a suitable general state of health.
16
Follow-up
Consensus-based recommendation 16. E61 Follow-up must consist of: " disease-specific history " symptom-related history: palpated tumor, pain, pruritus, vaginal discharge, bleeding, leg edema, propensity for swelling, symptoms of scarring and stenosis, micturition anomalies " clinical examination:
" inspection and palpation of the external and internal genitalia including the inguinal lymphatics and the rectum " speculum examination " broad indication for biopsy of suspicious findings (expert consensus) Strength of consensus (+++) Consensus-based recommendation 16. E62 If lichen sclerosus of the vulva is present, this will significantly affect the probability of recurrence or new-onset of vulvar cancer. Lifelong follow-up must therefore be done in patients with this condition (expert consensus).
Strength of consensus (+++)
Consensus-based recommendation 16. E63 The routine use of imaging methods is not indicated in follow-up but can be helpful when the status is unclear or suspicious for recurrence. Determination of the tumor marker SCC must not be part of follow-up (expert consensus).
Consensus-based statement 16. S8 Colposcopy of the cervix, vagina, vulva and anus is an additional useful examination (expert consensus).
Consensus-based recommendation 16. E64 Lifelong follow-up should be done in patients with treated HSIL or d-VIN (expert consensus). Strength of consensus (+++)
16.1
Follow-up intervals (l " Table 7) 17
Locoregional Recurrence and Distant Metastasis
The majority of all recurrences occur within the first 2 years after primary therapy [6, 28, [74] [75] [76] [77] [78] [79] [80] [81] [82] [83] [84] . Around 65 % of these recurrences are detected clinically during routine follow-up [74] .
Diagnostic work-up for suspicion of recurrence
If there is a suspicion of vulvar cancer recurrence the first step should consist of histological verification. Once the recurrence has been verified histologically, a diagnostic work-up to determine the extent of spread of disease should be done, particularly if there is inguinal recurrence. This diagnostic work-up can consist of MRI of the pelvis, CT of the thorax/abdomen and possibly scalene node biopsy [85] . FDG-PET-CT at primary diagnosis has a high predictive value in the search for distant metastasis.
Treatment of local recurrence without involvement of the urethra or anus
Consensus-based recommendation 17. E65 Treatment of local recurrence should consist of resection with cancer-free resection margins (R0) (expert consensus). Strength of consensus (+++) 
Treatment of recurrence with involvement of the urethra, vagina and anus
Staging of the lesion should be done prior to starting any treatment. If recurrence involves adjacent organs such as the urethra and/or anus, then primary radio(chemo)therapy is usually indicated if the patient has not previously had radiotherapy. If distant metastasis has been excluded, one treatment option is pelvic exenteration. The few existing studies have reported a 5-year survival rate of 31-38 %, with longer survival times documented for individual cases [86] [87] [88] [89] [90] [91] .
Treatment of inguinal recurrence
Consensus-based recommendation 17. E68 Distant metastasis must be excluded prior to carrying out radical surgery for inguinal and/or pelvic recurrence (expert consensus).
Strength of consensus (+++)
Inguinal or pelvic recurrence is usually a sign that treatment can only be palliative rather than curative; the prognosis is poor, with a 5-year survival rate of 5-27 %. In patients who have not had prior radiation therapy, local excision followed by radiotherapy or radiochemotherapy should be performed. If the affected inguinal region was previously treated with adjuvant radiotherapy, the only remaining option is that of best supportive care [92, 93] .
Treatment for distant metastasis
Consensus-based recommendation 18. E69 Because of the poor response rates, monotherapy should be the systemic therapy of choice. The diagnostic criteria for prescribing systemic therapy should be very strict (expert consensus). Strength of consensus (+++)
Note on radiochemotherapy
When considering whether radiation therapy is indicated to treat recurrence of vulvar cancer, there is always the question whether it should take the form of straightforward radiotherapy or be administered in the form of radiochemotherapy. Unfortunately, there are no comparative randomized studies available which would clarify this issue.
Note
Chapters on more general topics which did not exclusively apply to vulvar cancer such as the chapters on Patient Information (6), Supportive Therapy (12), Psychooncology and Quality of Life (13), Rehabilitation (14), Integrative Medicine (15) and Palliative Medical Care (18) can be consulted in the long version of the guideline.
During the compilation of this guideline, quality indicators were developed as part of the methodological framework; they are included in a separate chapter in the long version of this guideline (19) . 
